Costo-clavicular Compression Following Fracture of Clavicle.-J. S. BATCHELOIR, F.R.C.S. This patient, a woman aged 38, sustained a fracture of the left clavicle in June 1946 and ever since this injury has complained of pain in the shoulder radiating down the arm into the ulnar border of the forearm and hand.
Examination shows malunion of the fracture with considerable dropping of the shoulder-girdle ( fig. 1 ). There is wasting of all the muscles of the left arm, the hand FIG. 1. is cold and the left radial pulse is diminished in volume compared with the right. Symptoms appear to be due to costo-clavicular compression as a result of malunion of the fracture. birth an abnormality of the right shoulder was noticed and the child taken to Guy's Hospital. Treated on an abduction splint for a few weeks.
Family.-The patient is the youngest of seven children. The father and three brothers have severe deformities of hands and feet.
On examination.-The patient holds her right arm internally rotated and slightly abducted. There is limitation of external and internal rotation and extension of the right shoulder-joint. Right elbow shows slight limitation of extension. Wrist and hand normal and grip equal to left. Wasting of right deltoid, arm and forearm muscles, but no paralysis and electrical muscle tests are all normal. Right scapula higher than left and slightly smaller. There is a subspinous dislocation of the humeral head.
X-ray: There is a backward dislocation of a deformed humeral head. The acromion process is arched downwards and the coracoid process greatly elongated ( fig. 1) . A rudimentary glenoid only is present and the humeral head appears to articulate with its posterior border. Upper one-third of shaft of humerus curved with convexity forwards (fig. 2 -X-ray taken through joint from above downwards).
Comment.-Since R. W. Smith first recorded congenital dislocations of the shoulder-joint in 1839 21 cases, of which 8 were bilateral, have been reported in the literature. Grieg, reviewing all reported cases of shoulder dislocations in infants, in 1923 came to the conclusion that there were 3 types: viz. true congenital; obstetric; paralytic. At that date he found 10 cases of undoubted primary congenital dislocations of the shoulder of which 2 were bilateral. Since that date 11 cases (excluding the one I have now described), of which 6 were bilateral, have been reported. Scudder described 2 cases in one family and Valentin 3 members of one family with this deformity. Wolff describes a bilateral case; the grandfather, mother and one uncle of this patient had severe congenital deformities of the hands closely resembling my case. In a number of the reported cases other congenital deformities were associated with the shoulder dislocation. Sci., 15, 249. VALENTIN, B. (1931 ) Z. Orthop. Chir., 55, 229. WOLFF, G. (1929 This meeting will be continued in the next issue of Orthopmedics Section and will contain Mr. F. P. FitzGerald's case of "1 Leadbetter's Osteotomy " and Dr. T. M. Robb's " Tumour of Femur." [February 3, 1948] The Treatment of Congenital Dislocation of the Hip By DENIS BROWNE, F.R.C.S.
HYPOTHESES UPON WHICH THIS TREATMENT IS FOUNDED
(1) THE hip is dislocated during intra-uterine life by a thrust upon the knee from the uterine wall sending the head of the femur backwards out of the acetabulum.
(2) In consequence the best way to get the head back into place is to reverse the process, and with the shaft of the femur held in the same direction as when dislocation occurred, to thrust it upward and forward by pressure on the great trochanter.
(3) Active movement of the femur, when the head is in position would have six good effects:
(a) It would cause atrophy by pressure of any tissues lying between the cartilage of the head and that of the acetabulum.
(b) It would have a "self-centring" action, which would work the head into the true centre of the socket.
